MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH %&032324

STATE FILE NUMBER

DO NOT WRITE AMENOED Registration District No, ‘...____..______/_ZZP"I‘“M'V Registration District No/_________-______llegmrar s No. e 3L %
ON THIS STUB py — - -
2. USUAL RESIDENCE {Where deceasad lived. If institution: Residence before

B R ! ;. E . . " b._COUND admission)
——askson mri sl e AT
b. CCI)LY {It outside corporate limits, give TOWNSHIP only) Length of stay in Ib . .- . Inside Limits

TOWN ‘ . . 20 Vo . . Yes,[1 ?Jn O

€. FULL NAM in hospi ive location) ir€ide Limits —[Irblmlda give location} Reside on Farm
HOSPITAL OR

INSTITUTION. Birowmy! s Nur51ng Home |Yes®t na( Qﬁvﬁ sh’n_ghlamit Yes [1 No [
3. NAME OF DECEASED First Middle Last 4. DA'FE _ Moath Day Year

{Type of print) Roxie M. Lacy DEATH August 12 1963;

5. SEX 6. COLOR OR RACE 7. Married (3 Mever Morried [] |8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Ta ro Widowed [J Diverced 3 12/12/7 : 88 , Months | Days WIT

v
i 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR iNDUSTRY| 11. ‘BIRTHPLACE (City -and state or county) | 12. CITIZEN OF WHAT COUNTRY
]

VS 300
Rev. 4/59

DATE AMENDED

during most of working life, even if retired)

Domestic Texas U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, _NAME OF RUSBAND OR WIFE

Unknown Unknown Calvin Lacy

15. WAS DECEASED EVER N U.5. ARMED FORCES 16, SOCIAL SECURITY NO. | 17. INFORMANT Address
{Yes, no, or unknown}f {If y:ea aiv‘va war or dates o Be at IlC e Shak s"oear K C MO .

18. CAUSE OF DEATH (Enter only one causa T (8], 107, ard (K.
PART |. DEATH WAS CAUSED B‘! r .

IMMEDIATE CAUSE (a) "

Conditions, if sny,
which gave rise 10
above cavse {a),
sating the under-
Iying. cause last.

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTIN 0O DEATH but not related to the lermmil PART 11). I¥ deceased was female was
diseaze condition givan in PART | (a) there a pregnancy in last 90 days.

[D-Yes I O Ne I O Unknown

19. WAS AUTOPSY [ 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
PERFORMED? O o a
YESO NOD

T TIME OF  Aoul  Month, Day, Yeor |
INJURY a.m, .
p.m. . W
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
,  WHILE AT WORK O farm, factary, straet, ?ﬂnce bldg ., Bfc.)
NOT WHILE AT WORK [] il i -
off P ’ - dm sow :‘:-r,ntive o
on the dgffe sta sbove, and to the best of my. knowledge, from the cfuses stated:

[ 225.” ADOR| . M Fl
g ' # Y ) vy W 5
236 NAME OF CEMETERY OR CRE -23d. LOC[TION (Ciry, town,*or county}

1 8/14/63 Oakhil . | Chetopa.labette,Kans
ADDRESS 25. DATE RECD. BY LOCAL REG. 24, REGIST 'S SIGNATURE .
Balley Funeral Home,K.C. Kansas L /Y. 3 ﬁ -Eo-u.o

[Licensad Embalmer's Statement on Reverse Side)
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

- 'ITEM NO.




" STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

. )

or by ) Student Embalmer No.

working under my personal supervision.

Student i
' Signature of Student Embalmer

!.ic-ensed Embalmer No.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT,’ he also* shall .sign in his OWN handwriting. : . v

If this body is not embalmed fact should be so stated above. K




